The need for reliable, reproducible, and quantitative assessments of rheumatoid activity has resulted in the use of many methods for patient evaluation.
These include morning stiffness,' visual analogue pain score,2 grip strength,3 the Ritchie articular index,4 the Steinbrocker functional class,5 combined proximal interphalangeal joint circumference,6 and the Lansbury articular index. 7 Many laboratory parameters have also been shown to reflect disease activity. These include erythrocyte sedimentation rate, C-reactive protein, blood haemoglobin, platelets, serum histidine, serum sulphydryl, and plasma viscosity.8 9 By combining variations of these subjective and objective measures, indexes have been developed.7 8 10 Thermography has been shown to be a reproducible and sensitive method for measuring disease activity in medium sized joints. " group There was a significant correlation (p<0-001) of thermography with Al, partial Al, Mallya score, grip strength, morning stiffness, ESR, and pain score ( Table 2) . CRP showed a better correlation with both articular index (p<0.05) (Table 3) and Mallya score (p<0-001) (Table 4) Seven of the 20 patients were selected for further analysis on the basis of a large change in disease activity over the 12-month period of follow up. A change in Al greater than 15 was used for this selection. Table 5 confirms the significant correlation (p<0.05) of thermography with Al and Mallya score in six of the seven patients. Significant correlations (p<005) were also noted with grip strength (five patients), pain score (four patients), and ESR (four patients).
Discussion
There are many difficulties associated with the use of subjective or semiobjective methods to assess disease activity in rheumatoid arthritis. 3 6 In particular, laboratory measurements are objective but many of these, such as ESR,16 have a circadian variation. Unlike other thermographic parameters the thermographic HDI offers objective data with no circadian variation. 5 There is a poor degree of correlation between different observers with the AT. 4 Mallya and Macelt attempted to overcome some of these problems by developing a score using multivariate analysis. However, the Mallya score also includes an AI. The combined HDIs of eight medium sized joints correlate well with both of these methods (Figs 1 and 2 ). Thermographic quantification of synovitis removes the interobserver variability, by standardised computer analysis of the abnormal thermographic pattern.
The reproducibility and sensitivity of thermography has been shown to be adequate for measuring disease activity in medium sized joints but unsatisfactory when measuring disease activity in small joints. The eight joints assessed thermographically in this study were chosen for this reason, Table 2 confirm the relevance of using a combined thermographic HDI for the assessment of rheumatoid joint disease. Prospectively, as seen from Table 5 , this method can be used to assess a patient's progress without the variability which can be associated with other measures.3 416 Thermography is non-stressful for the patient and appears to improve compliance during drug studies. The thermographic method is extremely suitable for the assessment of response to therapy in patients with rheumatoid arthritis. 
